To the question of the tube being in the right place, the jpatient will respond clearly by the very characteristic rattling intubation cough, immediate relief of the distress, and improvement of colour. The doctor will, as a rule, swab out the throat thoroughly before removing the gag, and it is useful lor the nurse to watch him do it, and observe how carefully ihe avoids catching in the string. The nurse may have to repeat this swabbing over and over again, and she does it by inserting the tongue depressor well back until it touches the posterior part of the tongue, and the child is obliged to open the mouth, and then swabs out carefully until the part is free of discharge. This is almost the only local nursing to be done, but may have to be repeated every few minutes for hours, or even days, until the rattling ceases.
As soon as the doctor has finished the nurse should get her ipatient comfortable, release the legs, and as tying the hands is a very harsh proceeding, put on a pair of arm-stays which will immobilise the elbows, and while thus preventing the patient from touching the tube, will allow him to play with toys, and thus be much happier. Be most careful to fix these straps so that they reach midway between elbow and armpit, so that the child is unable to bend the arm. The irritation caused by the string in the mouth is very great, and the patient naturally tries to relieve this if you give it the slightest chance, and the results may be disastrous. Now clean your introducer, and pilot and lay them in a dish on the bedside locker with the gag, a reserve piece of silk, some sponge-holders with swabs, linen rags, a probe to clean the tubes with, and some warm saturated solution of bicarbonate .of soda for the same purpose. If a duplicate tube exists have it ready on the introducer for an emergency.
The child may now either go on well, only requiring occasional swabbing, or he may cough out the tube. Then ring your bell loudly, quickly clean the expectorated tube by passing rags soaked in the lot. sod. bicarb, through it on the end of the probe, thread the tube with the fresh piece of silk, insert the pilot on the introducer, tie patient's feet and hands, and by the time the doctor comes up be ready to hold the child for re-intubation. A third thing may happen. The child, though apparently at first relieved, may gradually become cyanosed and dyspnceic again. In this case ring your bell. But if the dyspnoea should become suddenly extremely urgent, so that you expect the tube to be entirely blocked, you must, after ringing the bell, remove the tube yourself. This is quite easy to do, if the string has been passed through the mouth. Simply introduce the tongue depressor well back with the left hand, and with the right pull gently on the string until the tube glides out of the larynx. Do not, in your excitement, jerk it out quickly, for you may, by using force, scrape and injure permanently the delicate structures of the larynx. If the string has been passed through the nose, removing the tube is much more complicated. The gag must be introduced, the strapping taken off, the string unhooked from the ear, and, while the one hand holds the string loosely, the index of the other hand feels for the string at the back of the child's larynx, hooks the index round this string, and pulls it out quickly with the tube, the other hand releasing the far end of the silk. This extubation can, in an emergency, be easily performed by one nurse, as the gag is self-retaining, and the nurse, after having fixed it, has both her hands at her disposal. Many doctors will let the nurse do this little operation under their supervision whenever there is a chance, so as to give her confidence and make her skilful to act quickly in critical times.
When, on wishing to withdraw the tube (passed through the mouth) the doctor finds that the string has been bitten through, the extubating instrument has to be used. The nurse's duties in this case are the same as for intubation, namely, immobilising the child, maintaining the head absolutely straight, and holding the gag. The doctor will insert the beak of the extubator into the lumen of the tube, make the jaws of the extubator grip the tube by pressing the lever Nov. 4, 1905. THE HOSPITAL. Nursing Section. on the handle with the right thumb, and withdraw the mounted extubator quickly.
In successful cases the tube is generally removed after two or three days, but the nurse must immediately boil it and get it ready for reintroduction, because when the tube is taken out children will sometimes behave in a most neurotic manner, and cough and choke until the tube has to be put back. Of course, in many cases the condition of the larynx requires the tube for a longer time, but in others the nurse can do a great deal to tide the child over the bad few minutes when the irritation caused by the withdrawal of the tube is very troublesome, and so enable the tube to be left out permanently. Play with the child and take its attention off its Woes; with the doctor's permission, nurse it in front of the fire?as flat as possible ; even a nice hot bath has sometimes been a great help and comforter. Several doctors have extubated under an anesthetic successfully when repeated natural efforts of leaving out the tube had failed.
The doctor generally orders cases of intubation to be fed with the nasal tube.
Patients with an intubated larynx swallow liquids?which are their chief nourishment?very badly, and the danger of some of the food finding its way into the lungs land setting up fatal complications is very great.
The nasal tube consists of an india-rubber catheter, a small glass connection, a short piece of india-rubber tubing, and a glass funnel. The catheter is lubricated with olive oil, and passed gently down the nostril. When it reaches the back of the pharynx the patient will, as a rule, try to retch, anci this may result in the tube being forced into the mouth. The child will soon overcome this tendency, but we must alwaysbear in mind the possibility of its occurrence, and inspect the mouth, to make sure the catheter is in its right place in the oesophagus, before pouring down the fluid. It is surprisinghow soon a child will get used to this form of feeding, and after the first disagreeable moment of feeling the tube in the nose will watch the proceedings with interest. The feeds are generally given four-hourly during the day and six-hourly during the night, the amount varying according to the age of child. It is well to point out here that the condition of the mouth of these artificially-fed children wants special care,, and in addition to the routine cleaning frequent swabbing out with cold water will allay the child's thirst and make the poor hot mouth fresh and sweet. If the nasal tube is objected to, or additional nourishment is required, it is best to give ifr to the patient in the form of semi-solids : milk-jellies, arrowroot, Brand's Essence, etc., which he will swallow with less difficulty than liquid food.
One more important injunction. My heart is sore; to-morrow I will eat bread," and except for an occasional shiver or sob from the mother they might have been carved out of wood. At ten o'clock the doctor came in, looked at the patient, shrugged his shoulders, ordered an ether hypodermic injection every two hours, and went away saying, "I give you carte blanclie, sister; she will be gone beforemorning." I feared that the child would resist the treatment; but one word to her brother and he was beside the bed explaining in low gutturals to the sufferer that "no harm, but good, would come," after which he gently held her arm while I obeyed the doctor's order.
As the night wore on the child became delirious and restless, and, to my dismay, worked all her bandages loose, U.S. Sutton.
